The fiftieth anniversary of the National Health Service last year was greeted with a flurry of political and professional reviews, lectures and commentaries. Most of these were either implicitly or explicitly dismissive of the notion that the NHS has or should have a preventive or promotional health role. They focused on what the NHS has itself focused on-hospital services and costs, length and duration of waiting lists, management and administrative procedures.
On 10 July 1998 the Prime Minister sustained the emphasis on hospital services and costs by making five commitments: the provision of more money; less waiting by patients; a higher quality of care; the cutting of red tape and putting more money into patient care; and modern treatment methods in new or updated hospitals. Sir Alexander Macara, as BMA Council Chairman, likewise focused on funding. He deplored the chronic under-funding of the NHS and expressed the hope that the forthcoming spending review would offer relief. Sir Alexander's hope and the Prime Minister's commitments were met when the Chancellor announced on 14 July that the NHS budget would increase by £21 billion during the next three years.
Important as they clearly are, periodic additions to the funding of the NHS are not the whole answer. A continuing emphasis on personal services and costs has tended to obscure the need for revisions by the NHS of both its policies and its practices. However efficient its hospitals and however sophisticated its resources for the delivery of health care, an appropriate balance of emphasis has to be reached between the delivery of health care and the promotion of health.
HEALTH PROMOTION
Health promotion must itself meet two challenges. The first is to inform people, to influence their behaviour and to prepare them as individuals to accept more personal responsibility for their health. Despite the dazzling advances of scientific medicine and health care services, the leading causes of ill health will continue to be intertwined with culture and custom and how people live their lives. This is why it is dangerous to foster the illusion, as the NHS undoubtedly does, that health is the responsibility of the NHS rather than the individual.
The second challenge is prevention. For a wide range of disorders prevention is clearly cheaper, more humane and more effective than intervention or treatment; and potentially preventable disorders such as chronic bronchitis, lung cancer, stroke and myocardial infarction are major determinants of hospital occupancy and the spiralling costs.
Linked as they are to human behaviour, few of these diseases can be dealt with satisfactorily along the compartmentalized, personal-service lines that so many illnesses have been dealt with in the past. Indeed, many of the factors that relate to their occurrence lie outside any area of responsibility of doctors and health ministries and within governmental sectors-housing, social services, employment, education, agriculture, finance, public works-which have no explicit responsibility for health. It is this functional dispersal of the issues, and the resultant lack of coordinated interdisciplinary and intersectoral communication in addressing them, that retards progress.
In these respects, the World Health Organization, which likewise celebrated its fiftieth birthday last year, presents striking contrasts with the NHS. When WHO was established in 1948, its remit was 'the attainment by all peoples of the highest possible level of health', health being defined in its constitution as 'a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity'. The preamble to WHO's constitution added that 'informed opinion and active co-operation on the part of the public are of the utmost importance in the improvement of the health of our people'.
Another key event of 1998 was the Universal Declaration of Human Rights, which many have ranked as equal in importance to Magna Carta. That document referred, in article 25, to societal responsibility for health: 'Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services . . .'
This belief in health as a societal right had been affirmed by Aristotle centuries before 'If we believe men have any personal rights at all as human beings, they have an absolute right to such 142 Professor Sir Kenneth Stuart, Chairman, Commonwealth Health Research Inter-regional Consultation, 3 The Garth, Cobham, Surrey KT1 1 2DZ, UK measure of good health as society, and society alone, is able to give to them'l.
It also features in the American Declaration on the Rights and Duties of Man (article XI):
'Every person has the right to the preservation of his health through sanitary and social measures relating to food, clothing, housing and medical care, to the extent permitted by public and community resources'.
The extent to which society can discharge this responsibility must clearly depend on the level of involvement of community members in health matters. And yet it is in this area that health promotion remains the poor relation in most national health services. The prime object of the promotion of community health participation is to create and maintain a sense of individual responsibility and self-reliance in health matters; and community education is the key. It is here that advances are most needed, and adherence to these principles accounts for the better balance of emphasis that WHO has been able to sustain between advocacy of preventive, promotional and social aspects of health on the one hand and of curative services on the other. A national health service which merely reacts, which picks up the broken pieces, has major limitations no matter how effectively it carries out its set task; and not the least of these limitations must be its likely adverse influence on both medical education and practice. Such a system must leave too many of its members illequipped to deal with the pastoral, promotional and preventive aspects of health. This is not to deny that the NHS is involved in promotional and preventive aspects of health. Its wellwoman and baby clinics, its antenatal and postnatal services, its immunization programmes and its cervical smear and mammography programmes for cancer detection are excellent examples of such involvement. They all represent, however, isolated initiatives, not elements of integrated programmes to mobilize the profession alongside the community. What is at issue is a matter of emphasis and proportionality.
THE PHYSICIAN'S RESPONSIBILITY
What can be done to redress these imbalances? This is where leaders (and these are usually few in number) come in. It is what they do, the emphases they give, the positions they take up, the goals they set, that make a difference. This is almost certainly what Tagore meant when he said 'the few are more than the many.' It is their acceptance of the life but improvement of social conditions could now achieve this result more rapidly and more successfully.
Probably the best example in modern times of what can be achieved by a few medical leaders comes from Finland. After the Second World War cardiovascular diseases, predominantly coronary heart disease, became the leading public health problem in most of the industrialized world. In Finland, particularly the North Karelia district, the rate of heart attacks was accelerating to catastrophic levels.
Whatever the investment in patient care, something more comprehensive had to be done to achieve community wide control of this modem epidemic. Dr Pekka Puska emerged as one of the national medical leaders, gathering around him a small band of colleagues who, recognizing the multifactorial nature of the challenge that a range of dietary, cultural, lifestyle and national policy issues were involved-agreed that broad interdisciplinary and intersectoral approaches were called for. In collaboration with Dr Zdynek Fejfar, then Head of WHO's Cardiovascular Department and an Expert Committee of colleagues drawn from all over the world (of which I was a member), a comprehensive strategy with wide professional and community involvement was set in motion in 1972 to reduce attack rates of coronary heart disease by preventive action. It became known as the North Karelia Project. The strategy included identifying, mobilizing and coordinating appropriate roles for the medical profession itself; education and motivation of the public; involvement of several sectors of government (agriculture, trade and industry, health, education, social services); and the voluntary achievement of fundamental changes in dietary habits and lifestyles for entire communities. Within ten years coronary mortality fell by 24% in men and 51% in women. Nor were the benefits confined to North Karelia. Rates of coronary mortality also fell (by 12% in men and 24% in women) throughout Finland. These improvements were due to the achievement of beneficial changes in the risk factors with which coronary heart disease is associated-blood pressure, diet, exercise, smoking, serum cholesterol2'3.
The North Karelia Project was admittedly an attack on a single constellation of health disorders. It does demonstrate, however, how not only the medical profession but the entire community and many sectors of government can be mobilized for collective health action. Moreover, the Project moved the purview of the medical profession from an essentially peripheral concern with diagnosis and treatment of disease to a more central involvement in the social, economic and other factors that influence health.
Rudolf Virchow in his report on the 1847 typhus epidemic in Upper Silesia stressed the physician's obligation of advocacy for the poor:
'The improvements of medicine will eventually prolong need for change that is the greatest impetus for change.
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The physician's responsibility is to serve as the advocate for the poor'4.
This responsibility was urged in almost identical terms by Sigerist5 nearly one hundred years later 'The social causes of illness are just as important as the physical ones. The medical officers of health and the practitioners of a distressed area are the natural advocates of the people. They well know the factors that paralyse all their efforts. They are not only scientists but also responsible citizens, and if they did not raise their voice, who else should?'
And almost exactly 150 years later Watt7, after relating the socioeconomics of Edinburgh and Glasgow to the morbidity and mortality statistics of the two populations, declared: 'Doctors should raise the level of debate about the health and social problems that are consequences of economic policy. We should take the lead as educators and advocates on the issue of social exclusion.'
INEQUALITIES
That there is a moral responsibility for doctors to accept such an obligation has also been implied in most of the other writings on inequalities in health. Most recently, evidencebased recommendations for health policy development were set out for government in the Independent Inquiry into Inequalities in Health chaired by Sir Donald Acheson7. The remit of the Inquiry was to review the evidence on inequalities, including time-trends, and identify areas for policy development likely to reduce such inequalities. It is the wide range of areas covered that makes the report of pivotal importance. The areas identified for policy development include poverty, income tax and benefits, education, employment, housing and environment, mobility, transport and pollution, and nutrition. The report also makes recommendations on the stages of life at which inequalities are most likely to occur-mothers, children and families, young people, adults of working age and older people. Thirty-nine major recommendations are made, one of which is that there should be a 'duty of partnership between NHS executives and regional government to ensure that local partnerships are established between health, local authorities and other needs and that joint programmes to address inequalities are in place and monitored.' This duty of partnership is also referred to in the Government's green paper Our Healthier Nation: A Contract of Health8, for which the Acheson Inquiry was a planning resource.
NATIONAL STRATEGIES
The concept of partnership is important because it would be central not only to NHS reform but also to action across the whole range of areas covered in the report. In the formulation and implementation of the diverse policy proposals, partnerships would be the only option; and their establishment and implementation would call for three distinct national strategies. The first would be for coordination at Whitehall between the several government sectors that would be necessarily involved; the second would be for the design of a range of community health education programmes aimed at motivating and facilitating community participation; a third (related to the second, but listed separately for emphasis) would be for measures to enlist the aid of the public communication media, without which the requisite individual lifestyle changes and community responses could not be achieved.
There can be few countries in which the potential of the media for health promotion has been fully exploited. The influence of journalists and others who control the media is greater than ever before and will continue to increase-one only has to look at what is happening in civil society today. There can be no more effective channel for creating or modifying community health awareness and action. When appropriate health messages are formulated, there should be no difficulty in obtaining either audiences or understanding.
In the context of programmes for informing and motivating the poor on health action, there might be more lessons from the developing world than from the developed world. Community education groups in Bangladesh, for instance, have pioneered a highly sophisticated range of community oriented health manpower, generating health awareness, achievements in immunization, changes of social attitudes towards women, and innovative approaches to poverty alleviation, and widening the spectrum of health care. Sri Lanka is another third-world example of what can be achieved by imaginative health reforms. Recognizing that health can no longer be the full responsibility of a single government department, Sri Lanka has set up broad-based interministerial health councils for ensuring multisectoral involvement in both the planning and the implementation of national health programmes. Use of the mass media for community health education is well advanced, with programmes specifically geared to create and sustain awareness in the population of prevalent health problems and needs. Staff from the health department, the university and the media work together in the preparation of health and education programmes.
Through intensive community education programmes in the press and on radio and television, Barbados has produced dramatic reductions in cigarette smoking. In 1993 the Barbados Cancer Society, which initiated the Barbados tobacco control strategy in 1982, was awarded the tobacco/or health gold medal of the World Health Organization. Between 1982 and 1993 tobacco consumption island-wide declined by 32% compared with 3% in the previous ten years. In 1998 5% of adult Barbadians were smokers compared with 27% and 30%, respectively, in neighbouring Trinidad and Tobago and Jamaica in 1990. In Britain 28% of men and 26% of women were smokers in 1994.
A disquieting finding in the Acheson Inquiry was that, in the nearly twenty years since the Black Report9, although death and morbidity rates have fallen among both men and women across the social groups, differences in rates between those at the top and bottom of the social scale have increased-a reflection itself of the continuing widening economic gap between the upper and lower social scales. And current indications are that this trend will continue. Strategies therefore aimed at simply making the poor better off, helpful as they may be, will not provide answers.
Attempts to reduce socially stratified inequalities in health will be doomed to failure unless somehow it proves possible to identify and disaggregate those factors in the lifestyles of the better-off that largely contribute to good health-diet, exercise, cessation of smoking, optimism, self-confidence to package them into effective community education and action programmes and to target them selectively and effectively to the poor. CONCLUSION Effective measures for achieving community participation will be one of the most important health challenges and there is growing evidence, at present mainly from the developing world, that it could be successful. It is a challenge that is implicit in the first and probably the most far-reaching of the Acheson Inquiry's recommendations that, (as part of the health impact assessment, all policies likely to have a direct or indirect effect on health should be evaluated in terms of their impact on health inequalities and should be formulated in such a way that by favouring the less well off they will, wherever possible, reduce such inequalities.' These considerations, linked to the Chancellor's fiscal encouragement, clearly indicate that more will be called for than simple revisions of or additions to current categories of NHS expenditures. They carry implications for changes in our most fundamental concepts of medical education and practice, in society's health awareness and expectations, in the roles and responsibilities of individual citizens, in the commitment and accountability of all levels of health professionals; they call for a new ordering of political priorities in relation to health, for alternative approaches to health planning and management, and for acceptance of health as a matter for public education and policy as much as a matter for the mobilization and deployment of technical services.
